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tissue was very rapid : hence it appeared that the early detection of hardening 
was the indication for immediate operation, and not for the abandonment of all 
attempts to remove the disease. 

Dr. Harkis, of Madras, had met there with a case of cancer of the cervix 
uteri, in a woman aged 26, in whom he had removed, in succession, portions of 
the cervix and uterus, and at last excised the uterus itself per vaginam. The 
woman, however, lived only three days. He preferred the vaginal operation. 

Dr. Bantock congratulated Mr. Wells on his success. lie had operated for 
removal of a cancerous uterus, in circumstances of much difficulty, on a very stout 
woman. The uterus was readily separated from the bladder, and the ureters 
were easily avoided. He had been obliged to leave an opening into-the vagina, 
and thought that the effused blood might escape by it. 1 There was, however, a 
considerable collection of blood in Douglas’s pouch, perhaps because the opening 
had been closed by the intestines. It would have been better to put a drainage- 
tube into Douglas’s pouch. 

Dr. Hkywood Smith said that it was important to distinguish between exten¬ 
sion of cancer into the vaginal wall by continuity of tissue and communication of 
the disease from the cervix uteri to the vagina by contiguity. 

Mr. Spenckk Weils had seen Dr. Marion Sims perform his operation. He 
never saw a more complete sweeping away of everything like disease. The 
chloride of zinc produced a slough, which really was the uterus itself, for it had 
a piece of peritoneum attached to it. The patient died three or four months 
afterwards, from a return of cancer in the neighbouring parts. If the cancer were 
at all extensive, a satisfactory result could not be expected from Dr. Sims’s 
method in every case. The question of infiltration of leucocytes was important, 
if the surgeon could tell whether an induration were merely inflammatory, or a 
result of the extension of cancer. Perhaps this might be made out by observing 
whether the induration were branny or softer. No doubt induration might exist, 
which would not be a bar to the operation. As regarded tying the spermatic and 
uterine arteries together, he thought that the distance between them was too 
great for this to be done; and Schroder had told him that he had found it dan¬ 
gerous to attempt to tie the uterine artery, there being risk of also tying the 
ureter. He thanked those who had most ably assisted him in the performance 
of the operation.— British Med. Journal , Nov. 26, 1881. 


Extirpation of the Uterus. 

The successful case which Mr. Spencer Wells brought forward at the recent 
meeting of the Royal Medical and Chirurgical Society, and the animated discus¬ 
sion which it provoked, must inevitably turn the attention of British surgeons 
once, more to a subject compared with which ovariotomy appears as a question 
of minor surgery. During the meeting, reference was frequently made to the 
researches of Olsiiausen, who, in a recent number of the Berliner Klinische 
Wochenschrift , has discussed the relative merits of operating by gastrotomy or 
from the vagina, for total extirpation of the uterus. He bases his opinion on ten 
cases of his own, so that his arguments will bear the weight of a greater experi¬ 
ence than can be claimed by any English operator. Not forgetful of the fact 
that it is mainly to the British surgeon, who has most successfully undertaken 
this operation under desperate circumstances, that surgery is indebted for the 
development of that department of the operative art which has made extirpation 
of the uterus possible, we must consider, with the attention it deserves, the 

1 See British Medical Journal, Nov. 13, p. 789, for a full account of this operation. 
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personal record of Dr. Olshausen’s experience. The chief dangers which beset 
the patient after operation are shock, hemorrhage, septicaemia, and serious damage 
to the ureters and other organs, through laceration or unintentional inclusion in 
ligatures. The hope must not yet be entertained that no operation of this kind 
need ever be incomplete. Few of the innumerable proposals for improving the 
operation by detail are of much importance. Rydygier and Billroth advocate 
the isolation, by careful search and dissection, of the uterine artery. Bardenheuer 
recommends separate transfixion of the lower segment of the broad ligament, and 
lays great stress upon the maintenance of warmth by artificial means, as well as 
on drainage of the abdominal cavity. Breisky is in favour of a preliminary sepa¬ 
ration of the vaginal wall from the uterus. Olshausen warns surgeons against 
attaching too great importance to Bardenheuer’s successful results after drainage, 
and believes the practice to be prejudicial in ovariotomy, removal of pedunculated 
fibroids, and supravaginal amputation of the uterus ; for, in such operations, it is 
more important to remove all sources of infection at once from the peritoneum, 
than to take steps for the complete escape of all subsequent secretions. He 
admits that conditions, with regard to drainage, are somewhat different in total 
extirpation of the uterus, where the vagina must, of necessity, be laid open. The 
results of operating through abdominal incision are not brilliant. Up to the end 
of 1880, 94 eases are recorded, with but 24 recoveries. Out of Olshausen’s 10 
cases, 4 were performed in this manner, only the first recovering; and, in this 
case, malignant disease recurred in five months, and death followed sixteen 
months later. The remaining 3 died of shock. Forty-one cases of total extirpa¬ 
tion of the uterus from the vagina are recorded, 29 recovered, including 3 where 
the operation was not performed for cancer. Olshausen’s 0 cases all recovered ; 
they have already been described elsewhere. Referring to matters of detail, he 
recommends complete disinfection of the vagina by plugs of wool dipped in a five 
per cent, solution of carbolic acid, and a preliminary scooping away of soft fetid 
material from the seat of disease. After cutting the vaginal wall, so as to leave 
a wide margin to the new growth, the divided vessels must be carefully secured, 
and the bladder must be separated from the uterus, from below upwards, with 
two lingers forced between those organs; after thus separating the uterus, it is 
advisable to plug its cavity. The broad ligament should be secured by passing 
round its base a thin soft-iron wire, introduced through the eanula of a strongly 
curved trocar; then a silk ligature is passed through the ligament laterally, ex¬ 
ternal to the wire. Much judgment is required in deciding how far the ligament 
must be cut away on the distal side of the ligatures; if the stump slough, it 
matters little, provided that every care be taken to keep the vagina clean after 
operation; indeed, sloughing is rather advantageous if a trace of new growth be 
left behind. Olshausen leaves Douglas’s pouch open, after freely washing it out 
with a two per cent, solution of carbolic acid. The sutures arc removed about 
the seventh day ; drainage need not be continued longer than eight days. It is, 
he repeats, in just such an operation as this that drainage is actually efficient, 
since, in these cases, blood and secretions come into contact with but a limited 
and accessible part of the peritoneal cavity; and it must be maintained as 
effectually as possible during the last few days before it is dispensed with, since, 
when the opened surfaces of peritoneum are about to close, that is just the time 
when the peritoneal cavity must be left free from fluids that may cause infection. 

Professor Olshausen considers that the operation is only justifiable in cases of 
malignant growths, particularly when accompanied by prolapsus uteri. The main 
question before deciding on an operation is, how far the disease has progressed; 
enlarged glands, evidences of parametritis, and great impairment of the mobility 
of the uterus, manifestly contraindicate its removal. In short, the opinions of 
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so experienced an authority as Professor Olshausen, with regard to a new opera¬ 
tion of so great severity, may be summed up in this manner. Should the opera¬ 
tion be undertaken, then the surgeon must act, as Lucan said that Julius Ciesar 
was wont to act, on the principle that nothing is done while anything remains to 
be done. Experience can alone teach the numberless matters of detail which 
must be attended to in individual cases. Still, in many instances, it is far safer, 
both as regards the life of the patient and the credit of the operation, to modify 
the principle, and to consider that nothing should be done if there be the least 
likelihood that anything cannot be done .—British Med. Journal , Nov. 20, 1881. 

[In connection with this subject the reader is referred to Dr. Fenger’s elaborate 
paper on page 17 of this Jouknal. — Ed.] 


Uterine Displacements. 

Dr. Paul F. Munp#: gives the following resume of his valuable paper on the 
treatment of uterine displacements:— 

1. Recent displacements of any variety are the only cases which offer a fair 
chance of complete recovery by any of the mechanical means at our disposal. 

2. Of these means, pessaries are the most convenient for temporary relief, but 
only in a comparatively small number of cases docs permanent cure result. 

3. The best curative means of support of the displaced uterus is probably the 
systematic and intelligent use of vaginal tampons, impregnated with a mild 
astringent solution. 

4. Posture, while excellent as a means of relaxing the uterine supports and 
relieving pelvic congestion, is by its inconvenience at best but a means of tempo¬ 
rary relief. 

5. Permanent relief, cure, can be expected and will be obtained only when 
the displacement is of recent origin, especially when it has been produced by 
some sudden physical shock ; or when the complete tissue-metamorphosis accom¬ 
panying puerperal involution aids in restoring to the uterine supports and the uterus 
itself their original and healthy tone. 

This fortunate occurrence must be looked upon as decidedly the exception, 
since the favouring circumstances above mentioned are but rarely met with or the 
displacement is seldom recognized at a sufficiently early date to permit of a per¬ 
fect restoration to health. 

6. The most favourable period, therefore, for the treatment of a uterine dis¬ 
placement or distortion with the view to a permanent cure is within one or two 
weeks after delivery, before the woman has left her bed. 

7. The excitation of a certain amount of plastic exudation in the walls of a 
flexed uterus may, if kept within bounds, result in permanent straightening of 
the organ. This may be accomplished by rapid dilatation, or by the protracted 
wearing of stem-pessaries, but permanent success will at best be rare. 

8. The protracted wearing of astringent vaginal tampons, introduced daily, 
offers for some cases of ante- and retro-displacement an excellent, and for most 
cases of procidentia, almost the only efficient and safe remedy for the displace¬ 
ment, far superior to all steadily-worn hard or soft pessaries. A procidentia 
of uterus or vagina may even be cured by several months of this treatment, if the 
affection be not of too long standing. 

9. While permanent cure is only occasionally met with, so much relief is 
afforded by pessaries and the other mechanical supports and methods above 
discussed that they should in no case be discarded, unless all treatment be 
counterindicated. 

10. Electricity, if rationally and scientifically applied for a sufficiently long 



